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A case of Tumoral ‘Pneumonia’ Caused by Prostatic Adenocarcinoma

Ki Hyun Seo, M.D., Hyen Gyu Hwang, M.D:, Seung Chul Park, M.D,,
Kwan Seok Park, M.D., Seung Hyug Moon, M.D., Yong Hoon Kim, M.D.,

Department of Internal Medicine, Soonchunhyang University, Collage of Medicine, Chunan, Korea

The lung is one of the most frequent sites of metastasis for extrathoracic tumors. Certain malignancies show a
particular tendency to metastasize to lung, and in 15 to 25% of these cases, lung involvement is the only mani-
festation of metastatic disease. The most common presentation is the form of multiple bilateral nodules or mass-
es of varying sizes. Lymphangitic metastasis is comprising 6 to 8% of all pulmonary metastasis. A striking var-
jant of parenchymal involvement occures when dyscohesive tumor cells fill alveoli to produce a tumoral pneu-

monia. Carcinomatous lymphangitis of prostatc origin is infrequent and usually carries a poor prognosis, and

tumoral pneumonia of it is extremely rare. We report herein a case of prostate carcinoma metastasizing to

lung, simulates atypical pneumonia, and disclosed by acute chest illness. (Tuberculosis and Respiratory Diseas-

es 1999, 46 ; 281-284)
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Fig. 1. Chest PA on admission shows patchy infil-
trations containing air-bronchogram with
CP angle blunting at right hemithorax.

Fig. 2. Chest CT scanning of lung setting shows
air-space consolidations containing air-
bronchogram and some reticulonodular
shadowing at right lower basal and middle
lobe.
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Fig. 3. Pelvic CT scanning shows no evidence of
delineated mass lesion or enlargement in
prostate, but there is not distince prostat
ic margin at left posterior portion, and
periprostatic strands are seen,

Fig. 4. Open lung biopsy specimen shows that
dyscohesive tumor cells have poured into
the air-space, producing the low-power
microscopic appearance of a pneumonia,
and multifocal lymphatic invasion of
tumor cells.
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Fig. 5. Immunchistochemical stainning by PSA
shows a positive finding in 90% of tumor
cell eytoplasm.
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Fig. 6. Chest PA on 11 months later shows bilat-
eral reticulonodular shadowing with are-
as of confluence, and the aggravation of
previous patchy infiltrations.

Z1#A HHoz A% dHNIEEY T FEAde
oz sict. A9=TdA € AN &4
232 Jehgon F3 Ay HEG A& 5ol
27 g F7iEA] AT 5E3] JdEHZ
orotcth. APAM Wele GAoz HFIP ot HHd
o] BliA FgEo] U1 @AY F&oz BE A
o] ggHoz AP Aoz dAEIE ol
fon MEASAF A ZAR HYAUY o
Hol2 sk,

Hge Fe 29| 71F EF dolioy Fe
Fgoz Q% ApREAte] 20WHA] 50%llA sAo]
7b FEE. B3 43N E, §F, VAEYE,
IR, RGN, e APAE € ST
oA ojelR-glol] wia] wlHdolz} & AEe] AT
oty Hols thEA & 1A Aot o3
Ao|, 7AW Ae], 4 Heo] & 57 HolFgoz
Yehdo. ohdA 2L bY &% o] HeaA
gyA Aoz & F2 3ol AXBAETY 53
PN ZAE Heis O FAF, AR, FAL
o] £3}Y cannon-ball ¥l &%, AAEY, A4
F4Z, gigehol E3lc. wig- =EA AR &
¥4 A eyt 1Y FEAMOAN A3 &
gog =] Hpdely sfiE T GBS T

— 283 —



— K.Y. Seo, et al —

o2 Q3 Agoz 0" F glon 53] UR AT
o] ZEo] Ve ko, ZjRAW Mol
Zg AR, FHU5, WA Fol ddEieln
AR & AFANEE o8 e, &
dMe Asede] HHolaAE How FiW
Apdol} 71BAUWAIZ A3t ¥4 2He A A
ol Z1@AY Holje obd Aoz AlgH ATt 4%
A dAols ZlwA, Y, APY, AsEH
o}, AYAMYL SollA F2 Wgsin] dyA Gdelrt
Hagde AAslEn dojo} PxAog FHAUA
oJuta Molrt MA R Jupddl Ux Fol #d
A2 dgEdEN YA £ ok Ay wde
Agzoe HYPzde AYsi 2At dEA
o] A WHelE BY & Uk dug HAole
AYAQ FRUMAIA A QA e Tt
gl oF2Ade] A WEe B FRRPIY &
FHEA e TA-2E &9 2 dFAAN &3
He A&ad & BHAGS, duiAdHeRe F
X EO] AT FAYY ] Ak 459, 718
A, A718A gz, A3Y FH48 FoAM BEEHA
g x7oE 22 AR dARAY 2EE Ko
Fol= Yxoe wet Az o AoHAY, F2
HEAUR FH AolgfuA t7] 50% vl HH4
AgzA L Tk 3 Aol YAE = Ark of
S =2 Hz7hy Hold FIHNESY] BF=AY
Ho] Zrase] AT WA 0| A=W g}
A #Helel Wo] HEQ FUA #H¥ (tumoral
pneumonia) o] LAE F Ao . B o HYA
Mool =B B F e 94 sAEeldA0 o
S =B FeiQ FUA P LY

1. Filderman AE, Coppage L, Shaw C, Matthay

RA : Pulmonary and pleural manifestation of
extrathoracic malignancies. Clin Chest Med 10 :
747, 1989
2. Dinkel E, Mundinger A, Schopp D, Grosser G,
Hauenstein KH : Diagnostic imaging in metastat-
ic lung disease. Lung 168 : 1129, 1990
3. Dwyer AlJ, Reichart CM, Woltering EA : Diffuse
pulmonary metastases in melanoma : radiograph-
ic pathologic correlation. AJR 143 : 983, 1984
4. Toye R, Jones DK, Armstrong P, Richman PI:
Case report . numerous pulmonary metastases
from renal cell carcinoma confined to the middle
lobe. Clin Radiol. 42 : 443, 1990
5. Carlin BW, Harrell JH, Oslon LK : Endobronchial
metastases due to colorectal carcinoma. Chest 96
1 1110, 1989
6. Spencer H : Pathology of the lung. ed.4 Philadel-
phia, WB Saunders, 1985
7. Janower ML, Blennerhassett JB : Lymphangitic
spread of metastatic cancer to the lung : a radio-
logic-pathologic classification. Radiology 101 :
267, 1971
8. Armstrong P, Wilson AG, Dee P, Hansell DM :
Imaging of disease of the chest. ed.2, St. Louis
MO, Mosby, 1995
9. Colby TV, Koss MN, Travis WD : Tumors of the
lower respiratory tract. ed.3, Washington, D.C.,
AFIP, 1995
10. Gorraiz B : Pulmonary lymphangitis, an infre-
quent manifestation of prostatic adenocarcinoma.
An Med Interna. 15 : 227, 1998

— 284 —




	f: 


